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It would seem wise to assist nature with an 
endocrine substance similar to her own when- 
ever diminishing production of hormone by the 
ovary causes menopausal symptoms. It would 
seem wise, therefore, to supply estradiol in the 
same smooth, steady fashion to which the body 
is accustomed. 


PROGYNON-B, the benzoic acid ester of estradiol, paral- 
lels nature's own wisdom. Injected intramuscularly, the 
primary follicular hormone is released gradually and 
evenly from PROGYNON-B over a prolonged period— 
six to ten days depending on the amount administered. 


PROGYNONSB (alpha-estradiol benzoate) in oil, ampules 
of 1 cc. containing 0.08, 0.16, 0.33, 1.0 and 1.66 mg. (500, 
i000, 2000, 6000 and 10,000 R.U.); boxes of 3, 5, 6, 50 
and 100 ampules; and in vials of 10 cc., each cc. con- 
taining 0.16 mg. (1000 R.U.)...1R.U. > 10 1.U. Boxes 
of 1 and 6 vials. 

Trade-Mark PROGYNON-B—Reg. U.S. Pat. Off. 
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Georgetown, Massachusetts 


Located in the hills of Essex County, thirty miles north of Boston. 
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When Intocostrin is injected intrave- 
nously two or three minutes before the 
induction of therapeutic shock, fracture 
hazardsarelargely eliminated. Intocostrin, 
the first pharmacologically-standardized 
extract of curare for clinical use, cushions 
convulsions by temporarily paralyzing 
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the voluntary muscles and thus prevent- 
ing too violent muscular contractions. 
Applicable to either drug-induced or 
electric shock, Intocostrin assures the 
mental patient of much milder but still 
therapeutically effective treatments. 
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In recent years increasing attention has 
been paid to the problem of relating psy- 
chological and physiological phenomena. 
The purpose of this paper is a discussion of 
some of the literature on the experimental 
production of neurosis in animals, and the 
relating of this material to human behavior 
to show the many similarities between ani- 
mal and human neurosis, and to discuss 
some of the implications of neuroses and 
functional disorders. 

No attempt will be made to determine the 
relevance of animal experimentation to hu- 
man problems. The similarity of results 
obtained from comparable experimental pro- 
cedures is sufficient to warrant the assump- 
tion that the neurotic behavior as observed 
in animals is the counterpart of that ob- 
served in man. Animal experimentation is 
used here as a means of investigating and 
establishing as objectively as possible the 
nature of neurosis. 

To produce neurotic behavior in an ani- 
mal it is necessary to present the animal 
with a situation in which it will experience 
two or more conflicting drives. The tech- 
nique used by Masserman!' in the study of 
experimental neurosis in cats was to train 
them to feed 

. at a sound and/or light signal, thus estab- 


lishing a simple or compound sensory symbolism 
vhich regularly initiated goal-directed behavior. 


Animals so trained readily entered the condi- 
tioning cage, resisted removal, and showed no 
adverse reaction to any of the training proce- 
dures.” 
Having thus “tagged” the segment of be- 
havior for study, the conflicting drive was 
then evoked: 


“The animal was permitted to open the feed- 
box on signal but was then subjected to a physi- 
cally harmless but apparently fear-inspiring air- 
blast across the box at the moment of food-tak- 
ing. One or two repetitions of the procedure 
apparently engendered a motivational conflict 
(fear versus hunger) of sufficient intensity to 
produce an ‘experimental neurosis’. . . 


” 


The symptoms were typical of chronic 
anxiety and phobic responses as reported for 
other and for man,**** and in- 
cluded: 


. Restlessness. 

. Trembling. 

. Hiding. 

Marked startle response to minor stimuli. 

Disturbances of pulse and respiration. 

. Aggression toward other animals. 

. Excessive licking and cleaning. 

. Desperate attempts to escape 
feeding signals. 

. Fixed, and ritualistic behavior in conflict sit- 

uations. 


oF 


“1 


further 


upon 


No neurotic behavior was elicited by simple 
frustration of the feeding response, the cats 
merely learning to ignore the feeding sig- 
nals. 
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The animal was found to maintain its neu- 
rotic behavior patterns indefinitely. Periods 
of rest from the precipitating situation will 
produce an unstable recovery which breaks 
down immediately upon repetition of the 
conflict situation. Diminution of the inten- 
sity of the conflicting drives will also di- 
minish the anxiety and phobic reactions, but 
the original neurotic behavior in the conflict 
situation remains a part of the animal’s be- 
havior in any repetition of the original situ- 
ation, or any situation which to the animal 
characterizes the original situation. 


Therapy, however, will produce positive 
results in dissipating the neurosis thus de- 
veloped. Four methods were used: the first 
involved gentle handling by a trusted indi- 
vidual and patient retraining to take food 
from the food-box. Under these conditions 
the cat gradually resumed normal feeding 
responses on signal and, despite residual 
neurotic behavior, the anxiety, phobic and 
regressive reactions gradually disappeared. 
This technique was found ineffectual if the 
animal distrusted or feared the experi- 
menter. The second method was to force 
the animal by environmental manipulation 
to approach the food-box filled with espe- 
cially desirable food when the hunger drive 
was at its maximum. In most cases the in- 
hibition was suddenly overcome and eatine 
from the food-box ensued. Once this normal 
adaptive response broke through, the phobic 
responses disappeared, and food, signal, and 
even the air-blast in some instances, became 
an eagerly awaited signal for feeding. The 
third method employed was to place the 
neurotic cat in the experimental situation 
with a second trained but normal animal. 
The neurotic animal in this case would grad- 
ually join in the normal feeding behavior, 
but here the neurotic symptoms were only 
slowly overcome and normal responses never 
became so completely re-established. 


Significantly, in the case of cats trained 
to operate their own feeding signals to 
which the air-blast was later added, the ex- 
pected neurotic patterns were quickly estab- 
lished, but as they became more and more 
hungry they would again begin to work the 
signals and take the food reward with in- 
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creasing confidence despite repetitions of 
the air-blast, until, through trial activity at 
optimum moments of their own selection, 
they had spontaneously resolved their mo- 
tivational conflicts and dissipated the neu- 
rosis. 


Upon analysis it will be seen that the cat 
is responding positively to a feeding symbol 
which is atypical but not abnormal for the 
cat. If a negative stimulus in the form of 
the air-blast is now introduced just as the 
cat is responding to the food signal, the two 
drives will form an environmental complex 
which is perceived by the animal as an ir- 
reconcilable conflict since the stimuli are 
both biologically meaningful. No abnormal 
behavior was elicited by other experiments 
in which the conflict situation was not mean- 
ingful. The animal is faced with a situation 
for which it has no direct pattern of adjust- 
ment, no insight, and no alternative beha- 
vior pattern, and it therefore develops the 
“neurotic” behavior of the organism which 
is unable to cope with its conception of the 
environment. 


In cases of human anxiety and neurosis 
the same psychological and physiological 
mechanisms are found to be involved: the 
patient is confronted with an apparently ir- 
reconcilable conflict into which he has little 
or no insight, as Cameron has pointed out. 
However, the emphasis on rational and sym- 
bolic thinking processes in man infinitely 
complicates the psychological picture so 
that we are faced not only with the rela- 
tively simple and direct type of conflict seen 
in the experimental neurotic animal, but al- 
so with the maze of intra- and interpersonal 
conflicts to which man is capable of reacting. 

In man, Masserman' has defined anxiety 
as 


. a feeling of diffuse, unformulated uneasi- 
ness and apprehension which is usually reflected 
“psychosomatically” in a characteristic combina- 
tion of visceromotor disturbances and _ skeletal 
tensions known as the anxiety syndrome. Sub- 
jective anxiety differs from fear in that the 
former is not referable to specific objects or 
events .. . but rather to irrational dread of sit- 
uations that covertly symbolize unconscious con- 
flicts.” 


The symptoms of the anxiety syndrome as 
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reported by Masserman include palpitation, 
disturbed respiration, global sensations in 
the chest or throat, flushing, sweating, and 
tremulous weakness accompanied subjec- 
tively by a diffuse, unformulated but intense 
and obsessive apprehension. Cameron in- 
cludes a much more detailed list of symp- 
toms which he groups into three categories: 
skeletal muscle involvement, smooth muscle 
involvement, and a mixed group. Common 
to the majority of all cases observed by him 
was a simple increase in muscular tension. 
Tables of symptoms compiled by Cameron 
follow: 


TABLE I. Simple Increase in Tension. 
1. Increased tenden re- 3. Tremor: 
flexes. 2. Hands. 
2. Occasional transitory b. Closed eyelids. 
knee and ankle clo- c. Knees. 
nus. d. Internal. 
TABLE II. Skeletal Muscle Pattern: Simple Deriva- 
tives. 
1. Fatigue. 4. Drawing sensations. 
2. Weakness. 5. Aching: 
3. Stiffness. a. Neck. 
a. Face. b. Head. 
b. Hands. 6. Head pressure. 
ec. Neck. 7. Head constricture. 
d. General. 
TABLE III. Skeletal Muscle Patterns: Complex De- 
rivatives. 
1. Clumsiness of hands. 8. Tightening of throat. 
2. Clumsiness of feet. 9. “Weaving.” 
3. Falling dreams. 10. Inability to move. 
4. Jerking limbs on go- 11. Clicking and ringing 
ing to sleep. in ears. 
5. Facial tics. 12. Blurring of vision. 
6. Unsteadiness of voice. 13. Teeth grinding. 
7. Stuttering. 


TABLE IV. Cardiovascular. 


1. Precordial pressure. 7. Throbbing in neck 
and head or whole 


body. 


2. Precordial pain. 
3. Precordial pain pass- 


ing into back. 8. Hot sensations. 
4. Precordial pain pass- 9. Heaviness of heart. 
ing down left arm. 10. Constriction of veins. 
5. Palpitation. 11. Fast pulse. 
6. Flushing. 12. High blood pressure. 


TABLE V. Gastro-intestinal. 


1. Nausea. 8. Epigastric sensations. 
2. Anorexia. 9. Weight loss. 

3. Gas. 10. Sinking feelings. 

!. Vorniting. 11. Emptiness. 

». Dry mouth. 12. Heart burn. 

6. Diarrhea. 13. Cramps. 

7. Borborygmy. 14. Bad taste in mouth. 
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TABLE VI. Higher Level Complaints. 
1. Anxiety and appre- 4. Confusion. 

hension. 5. Fears: “Losing one’s 
2. Irritability. mind.” “Dying.” 


3. Unreality feelings. “Brain Disease.” 


The juxtaposition of symptoms of the 
neurotic cat and of neurosis in man shows a 
basic similarity of pattern despite the 
greater variety and richness of symptoms 
displayed by man. It may be concluded 
therefore that these symptoms express a 
primary response of the organism to the 
perception of an irreconcilable conflict. If 
the following discussion leans heavily to- 
ward the experimental work with cats it is 
merely for purposes of convenience. 

In the experimental work with cats the 
negative stimulus used was one which 
caused fear reactions, but the reactions from 
the total conflict situation were observed to 
be more intense and far more permanent 
than fear as it is observed in response to a 
simple fear-evoking situation. From the 
animal’s inability to handle this environ- 
mental conflict situation effectively we may 
postulate that the cat’s behavior is an at- 
tempt to overcome its helplessness and in- 
adequacy in the face of an apparently cat- 
astrophic threat to its existence. Viewing 
behavior as an expression and resolution of 
the internal needs of the organism and the 
demands of the environment, Masserman* 
has stated that it is apparent that behavior 
is adaptive to the organism even when it 
appears abnormal or neurotic. The neurotic 
behavior of the cat following the experiment 
is a continuation of its behavior in the con- 
flict situation because the cat has not been 
allowed to abreact to, or gain insight into, 
or achieve an escape from or resolution of 
the conflict itself. Since there is no insight 
into the cause of the conflict and therefore 
no assurance that it will not recur at any 
moment, the animal must maintain a state 
of continued readiness to deal with the sit- 
uation in the future. 

In terms of the psychobiological needs of 
the organism the feeling of helplessness in 
the face of the conflict situation is incom- 
patible with its survival, and it must re- 
spond in a fashion designed to eliminate the 
conflict situation either by running from it, 
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or else by overcoming it with aggression. 
The choice between the two is immaterial 
for this discussion, but it must be made in 
terms of the normal body structure and 
function of the organism, as Gesell* has 
pointed out. It must utilize the modes of 
reaction which are inherent in and charac- 
teristic of its own soma. 


The reaction which is observed in neu- 
rotic cats is one of intense fear and anxiety 
brought about by generations of adaptive 
behavior in situations potentially dangerous 
to the cat, but in this artificial situation the 
adaptive changes in the “internal environ- 
ment” do not have the adaptive or survival 
value they would have in the wild state. 
This fear and anxiety are expressed somat- 
ically by the release of adrenin, a rise in 
blood sugar, and circulatory and respiratory 
changes, all designed to ready the animal 
for great physical exertion. “These visceral 
changes,’”’ Cannon stated,’ 


. . the cessation of process in the alimentary 
canal (thus freeing the energy supply for other 
parts); the shifting of blood from the abdominal 
organs, whose activities are deferable, to the or- 
gans immediately essential to muscular exertion 
(the lungs, the heart, the central nervous sys- 
tem); the increased vigor of contraction of the 
heart; the quick mobilization of energy-giving 
sugar in the circulation—every one of these vis- 
ceral changes is directly serviceable in making 
the organism more effective in the violent dis- 
play of energy which fear or rage or pain may 
involve.” 


These changes” 

“. . which occur in emotional turmoil might, at 
first glance be regarded as gross disturbances of 
homeostasis. So they would be, by themselves; 
but they can be explained, I believe, only as pre- 
paratory for extreme muscular exertion. If that 
takes place, the changes . . . at once become use- 
ful and are promptly counteracted by the effects 
of exertion itself.” 


Because of the essential nature of the con- 
flict—that it exists in the perceptual set of 
the organism, the animal is continuously ex- 
posed to it and therefore is continuously re- 
acting to it. This maintenance of a constant 
readiness for fight-or-flight demands a con- 
stant psychological and physiological orien- 
tation to the conflict which places a severe 
burden upon the efficiency of the organism. 
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In man the feed-back circuit can impose suf- 
ficient strain, both psychological and physio- 
logical, to break down the normal function- 
ing of the organism and produce “functional 
disorders” of the various physiological sys- 
tems. 

A multitude of theories have been ad- 
vanced to explain the origin and nature of 
the energy in-put in this feed-back circuit, 
and why it is that organic pathology devel- 
ops from anxiety states, and why apparently 
similar states may give rise to quite differ- 
ent pathology. An example is seen in Alex- 
ander’s' study of gastro-intestinal distur- 
bances in which he expresses the belief that 
anxiety cases suffering from peptic ulcer 
may invest the gastro-intestinal tract with a 
symbolic meaning and use this symbolic 
meaning to express their psychological 
needs in the “tacit physiologic language 
of the stomach functions.” Freeman and 
Watts® have expressed this idea in some- 
what different terms as “consciousness of 
self.” 

Returning for a moment to the definition 
of anxiety, Martin"® in a recent paper defines 
the human anxiety that leads to anxiety 
phenomena as the 

. emotion that inevitably accompanies emerg- 
ing conflicting trends or feelings; in other words, 
the emotion that inevitably accompanies the im- 
minent awareness of inner conflict.” 


He goes on to say that 

“These emotions per se are not responsible for 
bodily disorders or dysfunction. . . . The body is 
equipped to develop and express rage, resent- 
ment, fear, grief, etc., and when these emotions 
are intense and find expression we get an ex- 
aggerated physiological picture. It is when a 
strong conflict occurs over the expression of 
these emotions that we get a pathological con- 
dition. 

“Because dilemma anxiety is so intolerable, the 
total personality consciously and unconsciously 
uses every means in its power to solve it or find 
some compromise.” 


As with the neurotic cats, the various pho- 
bias are not the cause of the anxiety, but 
represent the situations or objects which 
bring the conflict into sharper focus in the 
awareness of the organism. 

Bodily participation in anxiety is of two 
It is, on the one 


kinds according to Martin: 
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hand, the bodily phenomena that accompany 
anxiety, and on the other, the body’s par- 
ticipation in the solution of, or compromise 
with the conflict or dilemma. The extent to 
which the body participates in the latter 
then becomes a function of the “body aware- 
ness” of the individual; that is, if the indi- 
vidual has learned to be aware of his body 
as a means of expression, the body then be- 
comes an outlet for relieving the subjective 
symptoms of anxiety, and body participa- 
tion becomes an insurance against the more 
serious inaccessible psychoses. 

Functional disorders of the various phys- 
iological systems as found in the neurotic 
personality represent to the individual a 
means of making peace with himself. He 
has in effect circuscribed his neurotic re- 
sponses and limited them in such a fashion 
that he is no longer forced to turn his entire 
attention to them but is able to allot them 
a restricted area of activity. This may be 
regarded as an economy measure on the part 
of the organism: by pushing the burden of 
the neurotic physiological orientation off on 
one segment of its activities the remainder 
is more or less freed for normal activities, 
thus also abating and redirecting the psy- 
chological pressure of the neurosis. 


This is of great importance in the treat- 
ment of functional disorders for it is obvi- 
ous that they are an integral part of the 
neurotic patient’s psychophysical adjust- 
ment to life. It is of little therapeutic value 
to merely remove a portion of that adjust- 
ment, namely, the physical symptoms which 
for the normal individual would be a handi- 
cap, because it leaves the patient saddled 
with the original conflict which evoked the 
symptoms. Functional disorders are adap- 
tive for the neurotic personality, and for 
that reason successful treatment of the neu- 
rotic personality must include reorientation 
of the personality to seek and find satisfac- 
tions in other forms of behavior. This task 
is made particularly difficult by social ac- 
ceptance of physical illness and by the real 
psychological need of the neurotic personal- 
ity for his symptoms. 
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Summary 


The genesis and expression of neurotic 
behavior has been discussed to show its re- 
lation to the physiological functions of the 
normal organism. An analysis of anxiety 
neurosis in the cat and in man shows basic 
similarities in pattern but also essential dif- 
ferences, among which are: 1. Man’s use of 
ideational processes and material in con- 
flicts; 2. Man’s use of bodily participation in 
the solution of, or compromise with the con- 
flict. The origin of this bodily participation 
appears to be found in the “body aware- 
ness” of the individual. Bodily participa- 
tion thus becomes the basis for functional 
disorders of the various physiological sys- 
tems which then form an integral part of 
the individual’s adjustment to the life sit- 
uations. 
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Atropine Premedication in Electro Shock Therapy 
C. B. WILBUR, M.D. 


JOSEPH MICHAELS, M.D. and 
ARNOLD H. BECKER, M.D.* 


In the course of administering electric 
shock therapy to many hundreds of psycho- 
tic veterans we have noted excessive mucus 
production and sialorrhea to be a persis- 
tently troublesome and potentially danger- 
ous complication. During the electrically 
induced seizure there are no true respira- 
tory excursions; and the apnea of the con- 
vulsive state persists a variable period of 
time into the post convulsive coma phase. 
Most shock therapists have noticed that dur- 
ing this post shock apnea there is, almost 
invariably, accumulation of saliva in the 
mouth, nose and pharynx which appears to 
retard the resumption of normal respiration. 
Because of the excess saliva and mucus the 
patient must perforce repeatedly swallow 
before respiration is resumed. Under such 
conditions respiration is irregular, shallow 
and moist until the air-way becomes cleared 
and regular rhythmic breathing is _ insti- 
tuted. At such a stage, with the gag and 
cough reflex abolished and relaxation of 
smooth and voluntary musculature of the 
respiratory tract, there is danger of aspira- 
tion and subsequent pulmonary infection. 

Frequently the saliva and mucus which is 
produced is of thin consistency and it often 
exudes from the nose and mouth to flow 
back over the face and into the eyes of the 
hyperextended head and occasionally the 
sudden expulsion of mucus and saliva be- 
spatters attending personnel. While this is 
of no particular pathologic threat or bearing 
on the effectiveness of treatment, it does add 
another unesthetic quality to a procedure 
which is at best already unpleasant to wit- 
ness. 

Only a few articles in the recent literature 
refer to sialorrhea and mention its role in 


*From the Mental Hygiene Service of the Veterans Ad- 
ministration, Regional Office, 252 Seventh Ave., New York, 
N. Y. Clinical studies were conducted*at the Veterans 

Hospital, Lyons, N. J. 
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respiratory complications of shock therapy. 
Wooley,‘ in his study of the respiratory and 
circulatory phenomena encountered with 
E.S.T. refers to the over secretion of mucus 
and saliva as one factor producing ‘marked 
interference with respiration.” Lowinger 
and Huddleson* state that lung abscesses 
consequent to accidents of respiration may 
occur oftener than expected in shock ther- 
apy, and Feldman, Susselman and Barrera 
recommend the use of the prone position 
with the patient lying on his abdomen in 
combined insulin and electric shock therapy 
to avoid the aspiration of mucus and saliva. 


To overcome these complications encoun- 
tered in shock treatment we have attempted 
to suppress the free flow of mucus and sa- 
liva by the administration of atropine. The 
drying action of this drug on the glandular 
secretions of nose, pharynx and bronchi is 
well known and is thoroughly discussed in 
any standard text book of pharmacology. It 
is of interest to note that in usual doses 
atropine exerts a mild stimulatory effect on 
the respiratory centers in the medulla.‘ It 
is unlikely, however, that this effect is op- 
erative in our cases for the apnea itself con- 
stitutes an adequate stimulus to the respira- 
tion and retarded breathing is not for lack 
of stimulus (acapnea) but, in part at least, 
because of tetanic contracture of chest and 
abdominal muscles and later because of 
bronchorrhea and sialorrhea which partially 
occlude the air ways. Theoretically, atro- 
pine’s parasympatholytic action would be 
useful to prevent certain cardiac complica- 
tions in patients with supraventricular ar- 
rhyihmias but we know of no studies that 
have confirmed this and insufficient cases to 
make any observation on our own. 

Eighty patients were selected at random 
for study. For the first three shock treat- 
ments no atropine premedication was given 
to any patient so that an untreated contro! 
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state could be observed for later compari- 
son. The degree of salivation was recorded 
in each case according to arbitrary stand- 
ards discussed more fully below. Atropine 
sulfate in doses ranging from .0008 gram to 
.0004 gram were given hypodermically about 
one-half hour before shock treatment and 
the effect was observed and classified. Each 
patient received from-one to seven adminis- 
trations of atropine at indefinitely spaced 
intervals in the course of his treatment so 
that finally the drug had been given and re- 
sults noted for a total of 261 instances. In 
two cases of curare-modified shock there 
were no remarkable deviations from the reg- 
ular sequence of events ordinarily antici- 
pated with the use of curare, except that the 
customary accumulation of mucus was ab- 
sent. The atropine did not in any way affect 
the grand mal reaction nor the psychiatric 
result of E.S.T. No toxic side effects were 
observed. 

The results obtained were tabulated and 
summarized as in the accompanying table. 
Because the observations did not lend them- 
selves readily to quantitative measurement, 
the following arbitrary definitions were for- 
mulated and the results tabulated accord- 
ingly: 

No Effect—Supression of mucus production 
not sufficient to eliminate at least the last 
four grades of salivation. (See below.) 

Improved—Moisture still present in upper 
respiratory tract, but no transitional dif- 
ficulty. Patient may swallow once before 
the onset of regular respiration. 

Dry—No moisture present. Smooth uninter- 
rupted transition from apnea to respira- 
tion. 

Degrees of Salivation: 
0—Dry: little or no mucus or saliva pro- 

duction. 

1—Mucus present but not interfering with 

resumption of rhythmic respiration. 
2—Regular breathing after one or two 
swallows. 

3—Gurgling, spluttering and coughing, 

and repeated swallowing. 

t—Irregular shallow respiration together 

with findings of Num*er 3. 
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5—Same as Number 4, and in addition 
either prolonged apnea with cyanosis 
until forceful expulsion of mucoid ma- 
terial, or mucoid production runs onto 
the face. 


Discussion 

Over 86% of the patients we studied con- 
sistently produced enough mucus and saliva 
during and following the shock treatment 
to interfere materially in varying degrees 
with return of rhythmic respiration. In all 
but one case there was sialorrhea, and pre- 
sumably bronchorrhea. (Table I.) 

As may be seen from Table II, 85% of the 
patients showed improvement (smoother 
transition to rhythmic respiration), with 
.004 gram of atropine. All the patients who 
were premedicated with .006 gram and .008 
gram were considered either improved 
(moisture present, brief apnea and smooth 
transition to normal breathing) or entirely 
dry after premedication. 

The overall picture revealed that in 35 
cases .0004grams were used; 192 cases, .0006 
grams. and 74 cases, .0008 grams, 60.9% of 
the entire group were classified as “dry,” 
37.14% as “improved,” and in less than 2% 
was there “no effect.” 


TABLE I. 


Degree of Sialorrhea 


pe 
sjuew 


poarasqo 


Dry, little or no mucus 

Mucus present, but regular rhyth- 
mic breathing. 

Respiration resumed after one or 
two swallows. 

Coughing, gurgling, repeated swal- 
lowing. 

Foregoing together with longer ap- 
nea and irregular shallow respira- 
tion. 

Foregoing with prolonged apnea, 


Total non-premedicated treatments 


| 
0. 
| i. 
2. 7 
3. 19 
4, 22 
5. 28 
80 
75 
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TABLE II. 
.0008 Gm. .0006 Gm. - 0004 Gm. 
34 Treatments 192 Treatments 35 Treatments 
No Effect Improved Dry No Effect Improved Dry No Effect Improved Dry 
0 1 33 0 85 107 5 11 19 
0% 2.9% 97.1% 0% 44.3% 59.7 % 14.2% 314% 54.40, 


In one of our patients (R.F.) atropine was 
administered for the second and last time 
on October 20, 1945. He received eight 
treatments thereafter, the last on November 
15, 1945. Salivation of Grade 5 was re- 
corded in all instances where the patient did 
not receive atropine. On November 16, the 
patient suddenly developed an elevated tem- 
perature (104.4 degrees) with symptoms 
referable to the chest. X-ray examination 
on November 17 revealed the presence of 
a pneumonitis of the left infraclavicular 
area which on 3 December revealed itself on 
X-ray as a pulmonary abscess about.5 cm in 
diameter. The patient is still under treat- 
ment (June 1, 46) and the cause ascribed 
to probable aspiration as a result of electric 
shock therapy. Inasmuch as most abscesses 
of aspiration etiology reveal themselves 
within two weeks, it would appear reason- 
able that this patient incurred his abscess 
as a result of one of the last eight treat- 
ments. It is worth speculating whether or 
not the continued use of atropine in this in- 
dividual might have prevented the occur- 
rence of this not unusual complication. 


It appears that through its drying action 
and possibly through its stimulating effects 
on the respiratory center, atropine may be a 
useful drug in lessening the hazard of pul- 
monary complications of E.S.T. and its em- 
ployment in selected cases may provide 
a simple, safe, yet effective prophylaxis 
against danger of aspiration. For the sake 
of expediency all of our patients were pre- 
medicated by hypodermic administration of 
atropine. It is likely that the results would 
be comparable following oral administration. 


Summary 


1. The majority of patients receiving elec- 
tric shock therapy show a marked increase 
of mucus production of the respiratory tract 
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and sialorrhea as a direct result of the treat. 
ment. 


2. This mucus production may: 


(a) Interfere in varying degree with the 
smooth resumption of rhythmic respiration 
following the period of apnea; or 


(b) Expose the patient as a candidate for 
pulmonary pathology as a result of aspira. 
tion. 


3. Atropine sulphate in doses of 000g 
gram (1/75 grain), .0006 gram (1/10) 
grain), and .0004 gram (1/150 grain) was 
administered in 261 instances to 80 patients 
receiving electric shock treatment and the 
observations recorded. 


4. The statistical results obtained are dis. 
cussed and the data shows that atropine sul- 
phate effectively suppresses excessive mucus 
and saliva production in patients receiving 
electric shock therapy. 


5. The use of atropine sulphate is recom- 
mended in selected cases as a prophylaxis 
against aspiration complication of electro 
shock therapy. 
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P refrontal Lobotomy in the Treatment of Schizophrenia 


PAUL A. DRAPER, M.D. 
Colorado Springs, Colorado 


Ever since Egas Moniz and Almeida Lima’* 
reported their technique and results of 
prefrontal lobotomy in 1936, increasing at- 
tention has been paid to this modern devel- 
opment of psychosurgery. The constant ac- 
cumulation of material on the subject fur- 
nishes strong evidence that brain surgery 
as a treatment procedure for selected, 
chronic psychoses is now a reality. 


In 1937 Freeman and Watts’ introduced 
this procedure and technic into the United 
States. Operative mortality, as revealed in 
their latest report of 331 cases* of various 
types, is less than 3 per cent. The operation 
cuts across the pathways connecting the 
thalamus with the frontal poles. As a re- 
sult, the nucleus medialis dorsalis of the 
thalamus degenerates and there is some 
atrophy of the frontal pole. This seems to 
accomplish the divorce between ideation and 
affect thru “bleaching of the affect.” Con- 
sequently, although delusions concerning 
guilt, persecution and bodily disease may 
continue for awhile, the impact of these 
ideas is reduced or eliminated, and the pa- 
tient can turn his attention outward, un- 
hampered by feelings of distressing self- 
consciousness. The post-operative reeduca- 
tion and rehabilitation of patients subjected 
to this operation are of the utmost impor- 
tance and must be energetically carried out. 


The chief criterion for prefrontal lobo- 
tomy is not any certain psychiatric diagno- 
sis, but rather a certain syndrome or con- 
stellation of symptoms which add up to 
psychic tension. These are seen in the in- 
dividual whose emotions are largely con- 
cerned with himself. The most favorable 
results are obtained in obsessive tension 
states, in hypochondriasis, intractable psy- 
chosomatic conditions, and in agitated de- 
pressions. Less satisfactory results are ob- 
tained in those schizophrenics who present 
numerous problems that are difficult of so- 
lution. However, with every review of the 
schizophrenic patients undergoing opera- 


tion, the results are more encouraging. Pre- 
frontal lobotomy is of particular value in 
modifying the disturbed behavior of the 
chronically overactive schizophrenic. When 
a thorough trial of conservative and semi- 
drastic measures has proved to be of little 
or no benefit, he becomes a suitable subject 
for this operation. 

Among the twenty cases of psychoses 
originally reported by Moniz and Lima, 
there were seven with schizophrenia, two of 
which showed amelioration but 5 were un- 
improved after the operation. Strecker, 
Palmer and Grant,‘ in May, 1941, found va- 
rious grades of improvement in five chronic 
schizophrenics who had this operation in 
1939 and 1940. Dr. Strecker stated that, in 
his opinion, at least a year must elapse after 
the surgery before preliminary judgment is 
made as to results, in order for the neces- 
sary brain tissue adjustment to take place. 

Petersen and Buchstein® reported on 25 
chronic schizophrenics treated surgically in 
1941 at Willmar State Hospital, Minnesota. 
One attained a social adjustment, eleven 
were markedly improved, and one died, 
while eating, on the eleventh post-operative 
day. The improvements favored the hebe- 
phrenic group. Bennett, Keegan, and Wil- 
bur® reported, in 1948, that prefrontal lobo- 
tomy effected good social recovery in four 
cases of aggressive paranoid schizophrenics, 
but ‘no improvement in one case of the cata- 
ton:c type. Heilbrunn and Hletko,’ of Chi- 
cago, obtained insignificant amelioration of 
symptoms in two and no improvement in 
eight of ten chronically disturbed schizo- 
phrenics. Two of their patients died five 
days after the operation and one developed 
convulsive seizures two months afterwards. 
On the basis of this experience, these au- 
thors do not recommend frontal leucotomy 
as a therapeutic procedure in chronic schizo- 
phrenia. Of five schizophrenics operated 
upon by Lyerly® of Duke University in 1944, 
three improved and one returned to work. 

Berliner, Beveridge, Mayer-Gross and 
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Moore,’ reported from Crichton Royal, Dum- 
fries, Scotland, that in 88 prefrontal leu- 
cotomies done on chronic schizophrenics, 24 
recovered and were living at home, 13 were 
decidedly improved and only 11 failed to 
show any improvement. Their best results 
in the schizophrenic group were obtained in 
the catatonics, divided equally between 
males and females. These workers assert 
that they are convinced that the indication 
for operation in chronic schizophrenia has 
. been established. 

Hofstatter, Busch, Clancy and Smolik'’ 
analyzed their results of 100 cases of chronic 
mental illness treated surgically at the St. 
Louis City Sanitarium, in Sept. 1945. Sixty- 
six patients were schizophrenics. Of these 
27% showed much improvement, 36% were 
improved and 30% showed little or no im- 
provement. The poorest results were with 
the hebephrenics, and the best in the para- 
noid state. 


Our own interest in the subject of pre- 
frontal lobotomy, at the Colorado Springs 
Psychopathic Hospital, has recently been re- 
newed after study of a patient on whom the 
operation had been performed. The patient, 
a 28 year old married woman, was admitted 
to the Colorado Springs Psychopathic Hos- 
pital March 1945 with complaints of rest- 
lessness, nightmares, bewilderment, staring 
expression, slowness in talking, and being 
disturbed over reading a book. Her mother 
carried temper tantrums into her adult life 
and eventually developed schizophrenia, for 
which she received insulin treatments at the 
Colorado Psychopathic Hospital. 


During her childhood, the patient’s family 
was frequently moving from place to place, 
by reason of the father’s work as a mechan- 
ical engineer. The child was frequently left 
alone until after midnight, while the mother 
attended dances, even though her husband 
was out of town. About half of the time, 
the patient was sent to live with her mater- 
nal grandmother, who granted her every 
whim. The girl also lived with various other 
relatives and went to numerous schools, 
mostly boarding schools. Her family care- 
fully selected her girl friends and boy 
friends. She finished one year at college and 
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at 23, against the wishes of her parents 
married a man 6 years her senior. A year 
later, a daughter was born. The patient’, 
husband noted that she was exceedingly 
emotional, easily offended, very precise and 
very immaculate. She was superficial jp 
her reading. She was described as “nervoyg 
and stubborn,” but truthful and loyal. 

In May 1942, falling off a horse, she was 
unconscious for three days. Blood was foung 
in the spinal fluid and X-rays showed a basj. 
lar skull fracture. During 8 weeks in 
hospital, she spoke of “spies” and _logt 
weight and strength. In another month she 
slowly recovered, but showed her previous 
instability. She began to believe that her 
marriage was going on the rocks. Her pre. 
vious tendency to be dramatic and indulge 
in crying spells became more _ pronounced, 
She sent voluminous notes to Dr. Charles 
Rymer, of Denver, saying that she “wanted 
her husband straightened out.” Dr. Rymer 
gave her insulin shock treatment and ther. 
apy baths for 4 months. For awhile, she 
had disturbing dreams and thought that her 
cigarettes were “doped.” She left Denver in 
May 1943 and adjusted fairly well at home 
until January 1945. The she began to have 
nightmares. A physician gave her some 
pituitary injections for a menstrual diff- 
culty. She began staying up most of the 
night reading. She was restless and def- 
nitely disturbed and bewildered. One day 
she left home and was found walking ina 
local park. She was brought to the hospital 
by the family physician. 

Complete physical examination, with par- 
ticular attention to the neurological fea- 
tures, showed only moderately increased in- 
flexes, cold and slightly damp hands and feet 
and a slight degree of dehydration. The 
laboratory reported that routine urinalysis, 
complete blood counts and blood Kahn were 
all normal or negative. The chief mental 
deviations noted during her first week were: 
sudden bursts of disturbing conduct in 
which she would become very impulsive, 
fighting the attendants, throwing her trays 
to the floor and beating a hole in the plaster 
wall. At times, she would keep her eyé 
and mouth tightly closed, refusing to opel 
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them when requested to do so. She told of 
hearing “gentle voices.” Many remarks had 
q religious coloring. She was retarded and 
inaccurate in her answers to questions re- 
garding historical dates and simple calcula- 
tions. She seemed completely disoriented, 
showed faulty memory and insisted that nu- 
merous attempts had been made to perse- 
cute her. She asserted that her room was 
filled with “gas” and stated that she could 
smell it. The patient was completely lack- 
ing in insight and would usually speak in an 
affected, dramatic fashion. My provisional 
diagnosis was that this was schizophrenia, 
with mixed catatonic and paranoid features. 
Later, the patient would unexpectedly tear 
off her clothes and then would rave about 
how much she loved her husband. The 
nurses observed her masturbating. Her con- 
versation showed incoherency and a failure 
to reach the goal idea. There was blocking 
in the thought processes. 

During the first two months, treatment 
consisted of sedatives, supplementary vita- 
mins by mouth, large doses of thiamin hy- 
drochloride by intramuscular injection, psy- 
chotherapy, narcosynthesis, prolonged tub 
baths, and routine nursing and custodial 
care. At times she showed improvement but 
would relapse quickly. In May 1945 she was 
seen by Dr. C. S. Bluemel of Denver, who 
noted her self-consciousness, vanity, drama- 
tizing, posturizing, and attitudinizing. He 
diagnosed schizophrenia, catatonic type and 
recommended electroshock convulsive ther- 
apy. Accordingly, she received a total of 15 
major seizures after which she became more 
manageable, but was still far from reality. 
Within month, she again lapsed into de- 
structive behavior and was probably again 
hallucinated. In view of the history of the 
head injury a spinal air injection was sug- 
gested, even though the apparent roots of 
her illness antedated the skull trauma by 
many years. Her husband, however, elected 
to transfer her to the Henry Phipps Psychi- 
atric Clinic in October 1945. After careful 
study and consideration prefrontal leuco- 
tomy was performed by the late Dr. Walter 
E. Dandy on Feb. 15, 1946. The following 
is a copy of his operative note: 


“Openings were made about 1% cm. in 
front of the frontal suture and with the 
straight staphylorraphy, the brain was 
sectioned slowly and carefully throughout 
the depths. This is our first case. There 
was no bleeding.” 

Dr. Milton Layden, house physician, in 
charge of the patient at the Clinic, sent me 
a report as to her status on May 4, 1946, 
stating that the patient showed early post- 
operative resistiveness which made her con- 
dition unpredictable. She was also irascible 
after a denial. In contrast to her previous 
combativeness, however, she would quiet 
down in a few minutes acting quite pleasant, 
as though nothing had happened. She later 
became comfortable and happy and showed 
definite improvement form the stadpoint of 
manageability. 

The patient was discharged from Phipps 
Clinic on June 12, 1946 to the custody of her 
husband and father. She showed stubborn 
and disturbing behavior and was therefore 
readmitted to the Colorado Spring Psycho- 
pathic Hospital on June 14, 1946. For sev- 
eral weeks, she threw trays on the floor, was 
sarcastic and haughty and spoke of being 
“influenced” by a “machine” at John Hop- 
kins. There was urinary incontinence on 
several occasions. Nevertheless, she was 
much more tractable than during her pre- 
vious admission. Her own explanation as 
to how she had been helped by the operation 
was interesting. Without coaching she 
stated that the “tension” in her head had 
been relieved. 

At the present time, she lacks initiative 
and spontaneity, although occasionally she 
is the first to say “Good Morning.” Her at- 
tention is not maintained. When instructed 
about doing something, she has to have it 
repeated from day to day; e.g., making her 
bed, tidying up her room or working on 
projects in the occupational therapy depart- 
ment. She answers pleasantly when spoken 
to, but then looks away or allows her head 
to drop and seems indifferent. She is no 
longer antisocial and the destructive, ag- 
gressive and disturbing behavior has dis- 
appeared. She is, however, for the most 
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part, asocial, but she takes more care with 
her personal appearance. 

Anything requiring calculating is puzzling 
to her. She is very slow with simple arith- 
metic problems. Remote memory is good 
but she cannot reverse 5 digits. She is no 
longer hallucinated or delusional and is well 
oriented in all spheres. Her judgment is 
poor and insight is only partial. Except for 
transient smiles, she seems rather flat emo- 
tionally. However, our patient, we think, 
has been definitely helped by her prefrontal 
lobotomy of one year ago. She is more man- 
ageable in that she adapts herself better to 
institutional environment. 

It is my conclusion that, with refined tech- 
nique, prefrontal lobotomy, by severing the 
thalamo-frontal radiation, may, in a high 
percentage of cases, strike a vital blow at 
the emotional component which tends to 
keep some schizophrenic psychoses alive. At 
the same time, the incisions leave a sufii- 
cient amount of the frontal lobes intact so 
that they retain the functions which permit 
the patient to make a more satisfactory en- 
vironment adjustment. 
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Reflections on The State of P sychiatry in the 
| Realm of Medicine* 


JOSEPH A. LUHAN, M.D. 
Chicago, Illinois 


It is rumored along “grapevine” channels 
that psychiatry may come before the bar of 
medical justice pleading for a divorce from 
her therapeutically impotent spouse, clinical 
neurology, whose prestige has dwindled, and 
whose clients are deserting in droves for the 
neurosurgeons. The neurologist, like an old 
Shakespearean actor, is eclipsed by the 
gaudy and seductive trappings of produc- 
tions in technicolor embellished by Brazilian 
rumbas. My remarks are not to mourn the 


_ retirement and demise of this grand old fel- 


low, but to praise his good works, and to 
beg that we accept his heritage with gra- 
ciousness. The intellectual discipline of neu- 
rology can benefit the psychiatrist and 
nudge him to pay more reverence to that 
forgotten organ, the brain, which even lay- 
men must know is the physical basis of the 
mind. 

In our philosophical achievements of trac- 
ing the chain of psychologic forces which 
explain human behavior, we may become so 
fascinated and engrossed with verbalizations 
that show how mental illness results from 
distorted psychologic motivations that we 
scarce pay heed to other, perhaps physio- 
chemical factors as yet undiscerned, leaving 
such research to obscure plodders in occa- 
sional scientific laboratories, and consigning 
the manifestations of such uninteresting fo- 
cal brain lesions as those causing paralysis 
to our myopic and unimaginative brethren, 
the neurologists. But therein lies a danger. 
For if we are really convinced that the end 
and ultimate goal in psychiatry has been 
reached in purely psychological and psycho- 
dynamic explanations of human behavior 
with dominant emphasis on analytic psy- 
chotherapy then the doors to other avenues 
of investigation may be closed. Such dan- 
ger exists because the direction of flow of 


*Presidential address read before a meeting of the IIli- 
nois Psychiatric Society, October 10, 1946. 


energy and money into research channels 
will be guided by the prevailing theories and 
tenets concerning the origin of mental ill- 
ness held by the leaders in psychiatry. 

Psychiatry and neurology may yet effect 
reconciliation in the realm of the psychoses. 
Although the crude ideas. of centers of psy- 
chologic functioning as in aphasia, apraxia 
and agnosia have undergone considerable 
modification in the light of modern neuro- 
physiology, the general concept still has 
some pragmatic Validity, and may find fur- 
ther extension in indications that regulation 
of consciousness as a whole may be some- 
what localized in certain portionsof the brain 
(witness the akinetic mutism of certain mid- 
brain lesions, and pathologic sleep in ence- 
phalitic lesions about the third ventricle). 
An interesting speculation arises whether 
the ease of retreat into dreamy preoccupa- 
tion in some schizophrenic states may not 
be facilitated by some differential impair- 
ment of consciousness, in part focal mal- 
functioning of the brain. Vivid hallucina- 
tions seem to be a manifestation par excel- 
lence of presumed toxic brain injury (as in 
delirium tremens), and may even occur from 
the effects of focal brain disease (uncinate 
fits). The catalepsy of schizophrenic cata- 
tonia bears many resemblances to certain 
clinical pictures caused by the toxic-inflam- 
matory effects of the virus of epidemic ence- 
phalitis. 

Although the content of hallucinations 
and delusions is surely influenced by previ- 
ous psychogenic acquisitions and psycho- 
logic conditioning there remains still that 
dark and compelling possibility that the re- 
lease of hallucinations and delusions, no 
matter what corruption was stored in the 
unconscious, may in many instances of func- 
tional psychosis be dependent on some met- 
abolic or toxic factors hitherto undiscovered. 
Even pathologic alterations of mood, as in 
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the affective psychoses, may have some 
chemical basis, since no one can deny that in 
many normal individuals euphoria may be 
regularly induced by just the right amount 
of imbibing from the cup that cheers. The 
_ striking and lasting amelioration of depres- 
sion in involutional melancholia by the use 
of electroshock therapy alone without a whit 
of formal psychotherapy argues that for all 
its possible psychogenic evolution and cau- 
sation, some metabolic brain disorder must 
have been at least a contributing factor in 
the mental illness called involutional depres- 
sion. And even in disorders of supposedly 
pure and simple psychogenic origin, as in 
inveterate hand washers, when we reach an 
impasse and ask the neurosurgeon to cut 
through the white core of the frontal lobes, 
we come once more into contact with clinical 
neurology. It is possible that selective abla- 
tion of certain portions of the frontal cor- 
tex will have the desired therapeutic effect 
without our having to cut blindly through 
the entire cable binding different cortical 
regions. 

These random speculations are reenforced 
by the statistical data that nearly half of 
state hospital admissions (particularly for 
psychoses of geriatric significance, general 
paresis, alcoholism and its consequences) 
are for psychoses or reactions in which—by 
our own admission from the etiologic con- 
notation of the classification of these dis- 
orders—some organic or toxic brain disease 
plays a role. And so, if we must acquiesce 
in. our impending divorce from clinical neu- 
rology, at least before the bar of certifica- 
tion boards, because that old fellow was so 
insistent that we meet in cramming acqu- 
aintance with silly gitter cells and that little 
understood but conspicuous mammillo-tha- 
lamic tract of Vicq d’Azyr, let us require 
that the candidate for psychiatric certifica- 
tion glean a broader glimpse of basic and 
clinical neurology than is afforded the gen- 
eran practitioner, so that he may at least 
smell the offending odor of gross organic 
brain disease when it crops up stealthily in 
the guise of mental illness. 

_ The emergence of psychiatry from the 
cloisters of state institutions, the expansion 
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of private practice of psychiatry and th, 
commingling of psychiatry with the genera) 
stream of medicine has been slow, but 
greatly facilitated by the application of 
physical methods to the treatment of psy 
choses. These physical methods shorteng 
the duration of overt psychosis in many ip. 
stances and brought the treatment of nu 
merous cases of serious mental disease with. 
in the financial purview of the man in the 
street. Furthermore, these advances in ther. 
apy have demonstrated the urgent need for 
psychiatric facilities within general hogjj. 
tals, a need which will probably be met by 
a process of evolution, but can be hasteneg 
if the psychiatric practitioner will shed his 
isolationism and take a more active part in 
the meetings of his local medical societies 
and hospital staffs. 

The present surge of interest in psycho. 
somatic medicine, which could more ap. 
propriately have been called psychophysio- 


logic medicine, should bring psychiatry into | 


closer rapport with general medicine. These 
important studies, concerned with such top- 
ics as the effects of emotion on the stomach 
or on the heart, will tend to reorient us a 
little away from ephasizing the individual 
as a whole, to some regard for its parts and 
some understanding of the physical mecha- 
nisms set into operation. Thereby we can 
meet other doctors on a common ground. 
But it is unfortunate that most of the high 
priests of psychosomatic medicine as a spe- 
cialty couch their subject in what the gen- 
eral practitioner must regard as a fantastic 
language. We are properly very much con- 
cerned with the psychologic dynamisms ‘n 
psychosomatic disease; but scientific medi- 
cine could benefit even further by greater 
emphasis on clinical and research studies to 
unravel the tangled skein of physiologie 
mechanisms whereby conflict or psychogenit 


stress is translated into disturbances of s0- | 


matic function. For example, you may be 
able to unearth the apparent train of psy- 
chologic cause and effect in a hysterical 
woman which led to the development of a 
glove and stocking type of analgesia. Ye 
when I pierce the analgesic area with a pil 
without causing any apparent pain, I should 
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like to know: where is the block, what hap 

ned to the pain impulses which traveled 
up the peripheral nerves? Such embarrass- 
ing questions are often asked by intelligent 
referring physicians not specializing in psy- 
chiatry. 

In the attempt to reach common ground 
in medicine our interest in classification 
of mental disorders should be intensified, 
rather than allowed to lapse. There is a 
tendency among the psychiatric school of 
dynamic psychologists to discard formal 
classification, to speak of conflict, regres- 
sion, and in fact to get away from the con- 
cept of “mental disease” entirely, maintain- 
ing there are no such illnesses comparable to 
those encountered in general medicine. This 
attitude, as Hinsie points out, has served to 
promote the interest of psychoanalytic ther- 
apeusis, challenging these psychiatrists as 
therapists and not as diagnosticians, since 
psychoanalysis is the outgrowth of thera- 
peutic ambition. However, I believe that 
this trend intensifies our drift out of the 
current of informed medicine and makes it 
difficult to evaluate the effectiveness of 
therapy. 

I must admit that in state hospitals there 
is much discrepancy in classification, both 
with respect to the individual patient (often 
reclassified during course of same hospital 
admission or on subsequent admissions) and 
with regard to prevailing notions of the 
staff psychiatrists concerning what consti- 
tutes a given psychosis in different hospitals 
and in different parts of the country. Thus 
manic depressive psychosis is infrequently 
diagnosed at the Cook County Psychopathic 
Hospital and in Illinois generally, whereas 
in New York and in the East a considerably 
higher incidence is reported. I suspect that 
besides different racial composition of the 
population there is a differing viewpoint in 
classification. 

It may be that schizophrenia and schizo- 
phrenic reactions encompass a basketful of 
mental illnesses of fundamentally differing 
causations. Classification in medical sci- 
ence, however, has for its ultimate basis 
Segregation of etiologic subtypes, so that 
even though actual causes are not known, 
we are better able to approach etiologic so- 
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lution. If our clinical group of illnesses is 
etiologically too heterogeneous, research 
studies on such groups produce conflicting 
results and lead to more confusion. 

There is a great need of improved classi- 
fication leading to better understanding of 
the mental reactions in the arteriosclerotic 
and involutional age. There are common in- 
volutional paranoid psychoses which had 
they occurred in the third decade of life 
would have been classified as paranoid schiz- 
ophrenia. The designation psychosis with 
cerebral arteriosclerosis ordinarily connotes 
a psychotic reaction caused by arteriosclero- 
sis, yet there is great discrepancy between 
the severity of the psychotic reaction and 
visible damage in the brain in many of these 
cases, and conversely, extensive cerebral ar- 
teriosclerotic damage may be found at nec- 
ropsy in individuals whose behavior was 
considered normal. Not infrequently we en- 
counter episodic psychotic reactions of a 
schizophrenic pattern in arteriosclerotic and 
older individuals. The inference might well 
be drawn that what causes schizophrenia 
may also produce psychosis in older indi- 
viduals. 

In the classification of psychoneuroses, 
there is even greater lack of uniformity in 
current practice. Severity and chronicity 
of psychoneurotic reaction are not ordina- 
rily included in classification and the diag- 
nosis gives no clue concerning the relative 
influence of exogenous and endogenous fac- 
tors in its production. The prepsychoneu- 
rotic personality is not included in most 
diagnostic classifications. We might well 
take cognizance, in our classification, of the 
standards set by the American Heart Asso- 
ciation. Cardiologists classify heart disease 
on the basis of etiology (if known), ana- 
tomical change, physiologic diagnosis, func- 
tional capacity and therapeutic classifica- 
tion. We should continue in our efforts to 
evolve and generally adopt a workable, more 
meaningful psychiatric classification than is 
presently used. 

It seems that in spite of oft repeated 
warnings we allow psychiatry to be over- 
publicized. The public simply clamors for 
psychiatric opinions, speculations and won- 
der stories. 
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Articles for lay publication are liable to 
create the misconception that psychiatry is 
synonymous with psychoanalysis. An ar- 
ticle in a recent issue of Liberty Magazine, 
for example, explains that psychoanalysis in 
a given case requires from one to five years 
and costs from 1,000 to 25,000 dollars; and 
that anyone offering a much quicker or 
cheaper psychoanalysis, except as charity, 
may safely be labeled a quack. The infer- 
ence might be drawn that psychiatrists who 
do not employ formal psychoanalysis are in- 
competent and, on the other hand, resent- 
ment may arise because this luxury trade, as 
Time Magazine calls it, is for all practical 
purposes available only for the well-to-do. 
It is perhaps not in the best interest of pub- 
lic service that the young psychiatrist desire 
to limit his practice of medicine to formal 
prolonged psychoanalysis of a relatively few 
individuals. A most encouraging movement 
among analysts is the growing practice of 
brief psychotherapy. The application of the 
many lessons gained from extended psycho- 
analytic procedures in briefer psychothera- 
peutic techniques will permit dissemination 
of these benefits to the man of ordinary eco- 
nomic stature, to whom we also owe some 
obligations as physicians. 

Overselling of psychiatry is sometimes a 
consequence of its being overpublicized. 
Many of us have been faced with an impasse 
in the treatment of numerous cases of deep 
seated neuroses when we cannot select our 
cases for treatment. There are often socio- 
economic problems among patients in the 
average economic level that for practical 
purposes are insoluble by the best isolated 
effort of the psychotherapist working from 
the pulpit of his downtown office chair. The 
same factors are often present in the com- 
plexity of living in competitive society which 
produce experimental neuroses in animals: 
the need for difficult discrimination, the ef- 
fects of monotony, frustration and restraint, 
and the environmental conditions creating 
these factors may not be readily modifiable 
for a given patient. 

Furthermore, irrespective of whether early 
psychic trauma and certain psychologic dy- 
namisms, or constitutional somatic influ- 
ences produced the final result, many of the 
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more seriously ill psychoneurotic patients 
referred to us for examination and treat, 
ment already have a well crystallized per. 
sonality make-up that renders them mor 
susceptible to psychogenic stress and strain 
than the common run of man. The expan. 
sion of private as well as institutional f,. 
cilities for child psychiatry may be able ty 
prevent or retard such personality crystaljj. 
zation in many potential psychoneurotics, 
Even though the psychogenic factors can he 
unravelled by analysis of varying duration jn 
most cases, we should continue to lend sym- 
pathetic encouragement to programs of re. 
search that seek to reveal a possible common 
physical or metabolic substrate which makes 
the psychoneurotic so susceptible to the 


‘slings and arrows of outrageous fortune, | 


am reminded of the preinsulin era when the 
well meaning professors of internal medi. 
cine computed diabetic diets with the help 
of higher mathematics, while their severely 
diabetic patients died of starvation and 
coma in spite of these learned incantations, 
Perhaps in the not too distant future ou 
present ministrations in the therapy of the 
neuroses of largely endogenous origin may 
appear equally futile. 

Psychiatry must look to the scientist as 


-well as the clinician in a search for explana- 


tion of the etiology and pathogenesis of 
mental disorders. We must lend a receptive 
ear and give encouragement to the remark- 
able work being done in physiologic neuro 
nography, electroencephalography and most 
important of all, metabolic and biochemical 
research in the psychoses. The objective 
techniques of clinical psychology (psychom- 
etry, Rorshach test, personality inventories 
etc., with their concepts of statistical quan 
titative evaluation) are to be commended 
for having introduced more or less objet 
tivity into a field of practice suffering from 
too much subjectivity. Above all, however, 
we should sense and feel our identity with 
all of medicine and admit that more could 
be known about mental disorders if we ar 
to replace the priest in their managemett, 
and if we are to augment our science so that 
it may become more nearly commensurate 
with our art. 
29 EAST MADISON STREET. 
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nts Proposal for Creation of Small, Urbanly Located 

er. State Hospitals 

EDWARD KERMAN 

ain Baltimore, Md. 

an. 

es It is obviously true that no plan designed then, from these few figures that the major- 
* to improve the hospital care of psychiatric ity of hospitalized psychiatric patients are 
ui. patients can be formulated on one simple being cared for in large state institutions. 
: change alone. The present inadequate stand- In his review of the history of American 
be ard of care for the majority of those hospi- 
= talized for mental illness is subject to criti- 
1 cism from many points of view. Correction 


of any individual defect resulting from such 
on 

critical appraisal would not change the gen- 
_ eral picture a great deal. Thus, one might 
speak of personnel inadequacies, of over- 
crowding, of the lack of therapy, of the un- 


i. varied and frequently unpalatable dietary, 
di. F of the lack of recreational and occupational 
: facilities, and so on. The list could be ex- 
YE tended infinitely and plans advanced to cor- 
nd each individual ill. 
3 Although a number of administrators and 
he staff physicians have accepted the custodial 
: approach to the care of their patients as 
y inevitable or, even worse, without self-criti- 
a cism, there still exists a group of physicians 
ri who are dissatisfied and who have been im- 
of pelled to remedy certain situations in order 


to give to their patients better care in keep- 
ing with their own conscientious dictates. 
That these efforts, even when pursued vig- 
orously, have failed to scratch the surface 
in dealing with the problem is a fact the 
details of which will be considered in the 
description of the plan proposed here. 

It is the main thesis of this paper that in 
the concept of caring for patients in huge, 
rurally located state hospitals exists the 
deterrent to sensible and necessary change. 
Let us briefly review the data. According 
to a recent Census of Mental Hospitals pub- 
lished by the U. S. Government Printing Of- 
fice, 97.8 per cent of hospitalized psychiatric 
patients are in public institutions. There 
are 179 state hospitals and it is in these in- 
stitutions that 86 per cent of all the patients 
are cared for. In 154 of them, or 95 per 
cent, the population per hospital ranges be- 
tween 1000 and over 9000. It is apparent, 
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mental hospitals, Hamilton stated: ‘In 1851 
some propositions on construction were for- 
mulated by Dr. Kirkbride and were adopted 
unanimously (by the founders of the Ameri- 
can Psychiatric Association). They set a 
limit of two hundred and fifty beds per hos- 
pital, with the purpose of keeping the 
number of patients within the scope of 
the superintendent’s capacity for adequate 
knowledge and treatment of each patient. 
In those days the superintendent was per- 
sonally responsible for everything that was 
done to and for the patient. . . . Limitation 
on the size of a hospital has been the sub- 
ject of continual debate, in the Association, 
in state bureaus, and in the architects’ of- 
fices. The limit originally proposed by the 
association was raised to six hundred beds 
in the year 1866. The opinion of five of 
those voting had not changed, but the other 
nine were persuaded either from personal 
conviction or from their interpretation of 
the course of events that it would be better 
to accept as a maximum the size that Utica 
was soon to reach rather than leave the 
matter without a pronouncement.” 

What has happened to Dr. Kirkbride’s 
proposal in the years that followed its pub- 
lication? As Hamilton implied, the ideal 
goal of patient restriction was relinquished 
as more and more patients were admitted 
to already existing institutions. It appears 
that eventually many legislators and admin- 
istrators began to accept the large institu- 
tion as proper, even planning new hospitals 
to house us many as from 6000 to 10,000 
patients. The belief arose in some quarters 
that it was unnecessary for the superintend- 
ent to know the patients individually. His 
function was primarily one of organization 
and coordination and, if he chose his staff 


85 


I, 
h 
d 
‘ 
t 


DISEASES OF THE NERVOUS SYSTEM 


wisely, he could rely on the men of his 
choosing to do the necessary psychiatric 
work. 

The legislators found it convenient to en- 
large existing institutions in the mistaken 
belief that current facilities could be 
stretched to accommodate the increasing 
population. Hamilton pointed to the spe- 
cious reasoning behind this procedure. 
Equipment soon wore out from overuse and 
had to be replaced on a larger scale. Money 
was saved by the failure to increase the 
number of personnel in proportion to the 
growing patient population, but the stand- 
ard of care was thus lowered. It is no ex- 
aggeration to say that many state hospital 
patients are so devoid of personal identity 
by virtue of the large number crowded to- 
gether under the care of one physician that 
only a small percentage of them are known 
to him by name alone, to say nothing of 
personal data. The same is true of attend- 
ants. I have seen attendants inquire of 
other patients the identity of one whose very 
name was unknown to them. 

Considering the usual rural location of 
most state hospitals, it is not difficult to see 
why so many people refer to the process of 
admission to such a hospital in the univer- 
sally similar phrase of “putting the patient 
away.” The rurally situated hospital has 
been so located for the supposed benefit to 
society rather than for the welfare of the 
patient. Psychiatric patients differ from 
others in that their behavior is frequently 
socially unacceptable. There is little doubt 
that the original lunatic asylums were de- 
signed to facilitate the removal of these dif- 
ficult people from society with little regard 
for the patient who was considered “pos- 
sessed” or aifferent in kind from other peo- 
ple. Surely, in the present state of our psy- 
chiatric knowledge, we know better than 
this; yet we still place more emphasis on 
maintaining the tranquil state of the com- 
munity than on trying to help the patient 
back to a normal or comfortable place in 
society. 

The appraisal of the state hospitals’ de- 
fections has been purposely limited in the 
preceding remarks. It is the writer’s belief 
that little can come of “exposing the exist- 
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ing evils” without offering a constructiy, 
alternative. 


THE PLAN 
I believe that the first step in laying the 


‘ groundwork for improved hospital care of 


psychiatric patients is to stop the erectig, 
of huge hospitals and to stop the enlarge. 
ment of those already in existence. For rea. 
sons that will follow I propose the reviyg) 
of Dr. Kirkbride’s limitation of the capacity 
of any individual psychiatric hospital to 25 
beds. About 125 patients could be admitte 
to such a newly constructed hospital from 
one of the larger neighboring state hosp. 
tals. The other 125 could be admitted from 
the usual sources. When full capacity was 
reached, the number of admissions could be 
so arranged that their rate would not exceed 
the rate of paroles or discharges. Other 
hospitals could then be constructed on a sim. 
ilar basis, eventually decreasing the number 
of large hospitals. 

It is important, for reasons that will fol- 
low, that the newly-constructed hospital be 
confined to the largest community in the 
area which it is designed to serve. 

The question of providing the personnel 
for such a hospital may now be considered. 
In this regard it would be wise to adopt in 
considerable measure the policies of the 
general hospital. When state hospitals were 
first erected it was necessary to find a num- 
ber of men who would devote their full time 
and effort to institutional work. Private 
practice in psychiatry was virtually non-ex- 
istent and the psychiatrist and institutional 
practitioner were necessarily one. With our 
advancing knowledge and moulding of our 
specialty, an increasing number of private 
practitioners have arisen and are now to be 
found in all of the principal communities in 
the country. These men practice without 


the type of hospital facilities afforded to’ 


specialists in other fields and it is conceiv- 
able that, as other specialists have done, 
they would devote some of their time to hos 
pital duties in return for the benefits they 
might derive from such a connection as wel 
as from their sense of ethical obligation to 
perform such duties. 

Psychiatric interneships could be created. 
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The hospital would be benefited by the ad- 
dition of youthful, energetic young men 
aspiring to obtain qualification in their cho- 
gen specialty. With proper educational fa- 
cilities to guide them, they would derive a 
mutual benefit from giving their services to 
the hospital. 

Medical students, acting as clinical clerks, 
could relieve the psychiatrist from the nec- 
essary, but time-consuming, task of keeping 
records. Of course these students could be 
used only in those areas having medical 
schools. 

The hospital could be under the supervi- 
sion of a psychiatrist who has been accred- 
ited by the American Board of Psychiatry 
and Neurology. This man, nominally the 
superintendent, would need one assistant, a 
person similarly qualified whose goal it 
would be eventually to attain the position 
of superintendent. Thus, with two psychia- 
trists, aided by attending and resident phy- 
sicians and students, an adequate medical 
personnel could be maintained at a cost that 
would not be prohibitive. 

Outpatient clinics could be conducted for 
the follow-up study and therapy of paroled 
patients as well as for the institution of 
proper psychiatric care in the case of non- 
hospitalized patients. These clinics could be 
staffed by the attending and resident physi- 
cians. 

Similar to the practice of general hospi- 
tals, the nursing care could be given by reg- 
istered nurses, working both in private and 
general duty capacity, and they might be 
assisted by student nurses and attendants. 

Each hospital would require the facilities 
of a clinical laboratory, an occupational 
therapy department, a physiotherapy and 
hydrotherapy unit, a social service depart- 
ment and a psychological department. It 
might be possible to centralize some of these 
services to render assistance to several of 
the small hospitals. It might be possible, 
for example, for one pathologist and one 

clinical laboratory to function for the serv- 
ice of more than one hospital. Nor would 
every small psychiatric hospital require the 
facilities of a fully equipped operating room. 
Their patients might receive surgical care, 
when necessary, either in a nearby general 


hospital or in one psychiatric hospital in the 
community in which the care of intercurrent 
medical and surgical conditions could be em- 
phasized. Medical care of a non-psychiatric 
nature could be handled by private or serv- 
ice facilities, depending on the circum- 
stances in the individual case. 


ADVANTAGES OF THE PLAN 


Having arbitrarily outlined a program of 
drastic change in the construction and man- 
agement of hospitals, it now follows that the 
concrete advantages deriving from such 
change should be discussed. These advan- 
tages, as I view them, could be many and 
varied. For purposes of organizing the ma- 
terial they will be considered under the 
headings of (1) Advantages to the Patient, 
(2) Advantages to the Profession, and (3) 
Advantages to Society. 

Advantages to the Patient 

As has already been mentioned, the 
largest percentage of state hospital patients 
receive custodial care chiefly. It has been 
said that the main trouble with most mental 
hospitals is the absence of mental treatment. 
Whatever our psychiatric philosophy may 
be, there is little question in the minds of 
most of us that psychotherapy is one of our 
most valuable methods of approach. The 
nature of this psychotherapy varies within 
certain limits, from the searching, intensive 
and interpretive psychoanalytic point of 
view to the more superficial state of rapport 
with the utilization of such media as reas- 
surance, suggestion, re-education and the 
like. But the fundamental consideration in 
the psychotherapeutic relation remains to a 
large degree what the analyst refers to as 
transference. Call it that, or rapport, or a 
sympathetic and understanding relation be- 
tween psychiatrist and patient, the fact re- 
mains that benefit will result to many pa- 
tients through its use. 

Psychotherapy in this sense is practically 
non-existent in most state hospitals. Why? 
There are several reasons. Probably the 
most important of these is the dispropor- 
tionate ratio of patients to physicians. The 
psychiatrist who often has over 500 patients 
under his care, who is expected to adminis- 
trate the details of their physical welfare, to 
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keep adequate records, to answer the inqui- 
ries of relatives, to work up new cases and 
to do many other tasks, can hardly be ex- 
pected to have any time left for more than 
a brief walk through his wards once a day. 
More physicians could be added to the state 
hospital staff but one wonders where they 
would all come from and what the legisla- 
tors’ attitude would be to the increased ex- 
’ penditure that their employment would oc- 
casion. Many men interested in becoming 
psychiatrists are hesitant to accept a posi- 
tion of staff physician in a state hospital 
since that job is looked down upon by many 
competent authorities. The serious young 
man does not want to add himself to the 
rank and file of custodians. He prefers to 
look forward to private practice which is 
more stimulating, more the practice of his 
profession and less the assuming of the du- 
ties of a warden, albeit a benevolent one. 
So he either applies to one of the so-called 
psychopathic hospitals, which are run to a 
degree along the lines suggested in this pa- 
per, or he accepts a state hospital job with 
the provision in his own mind that he will 
. get out as soon as he has acquired sufficient 
knowledge of his specialty. The man who 
remains behind indefinitely in the state hos- 
pital is often either the non-progressive in- 
dividual or the one who has attained the 
rank of clinical director or superintendent. 
Even if enough young men were inter- 
ested to enter state hospital psychiatry as 
it now exists, one feels certain that the bud- 
get-minded legislators would not make ade- 
quate appropriations for their employment. 
In the smaller hospital set-up, it seems 
that a more intimate relationship between 
doctor and patient could exist. Since such 
a hospital would act as a training center, 
the services of resident physicians and psy- 
chiatric internes could be utilized. Fur- 
ther, in those communities having medical 
schools, the students could help considerably 
from the psychotherapeutic point of view. 
Attending physicians could serve in the ca- 
pacity of adding more medical personnel for 
purposes of direct therapy as well as for 
the function of training the residents. Of 
course more full time men per patient would 
be required under such a program. But if 
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such an approach led to the rehabilitation 
of more patients and their return to go¢j 
as useful and wanted individuals, certain, 
such an increase in appropriations for medi. 
cal care would pay dividends in the long rup, 
If one were to count up the expense involved 
in the custodial care of a patient over map 
years, it would be apparent that his early 
return to society by more energetic megs. 
ures would result in a saving that could lp 
applied to the employment of the extra phy. 
sicians needed to make this possible. 

There are many patients in state hospitals 
whose families would be glad to have their 
medical care managed by a private psychia. 
trist, but who cannot because of the usual 
isolationist set-up of the hospital. Hoy 
many more patients could receive treatment 
if some facility for private care could he 
organized? 

As the matter now stands, the main ther. 
apeutic effort in state hospitals is through 
the so-called somatic modalities. The pa 
tient, when he is admitted, is given his 
chance in a number of hospitals with insulin 
or convulsive therapy. If he improves 
enough through its use he is paroled; if not, 
he is sent to a “chronic building” and al- 
lowed to await “spontaneous improvement” 
if God be kind and so disposed to effect this 
change. Let it be understood here that ] 
am very much in favor of the use of so 
matic methods. I have employed insulin 
(both deep and sub-shock techniques), con- 
vulsive therapy (metrazol and _ electro 
shock), continuous narcosis, fever therapy 
and prefrontal lobotomy. And I have seen 
real and lasting benefit in many cases 
treated. As a matter of fact, I have been 
instrumental in arranging for so-called 
maintenance therapy in a number of pa 
tients both with sub-shock insulin and elec 
troshock therapies. By this I mean that 
patients who have shown improvement by 
either of these modalities were paroled from 
the hospital to continue the treatment a 
home with a privately practicing psychis 
trist. And I feel that a number of thes 
patients would never have reached this state 
of improvement without such therapy. But 
I have been honest enough to my own self 
to admit that some of the patients treated 
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py shock methods might have profited more 
either by psychotherapy or by a combina- 
tion of somatic and psychologic therapies. 
Frankly, I did not have the latter to offer 
them for reasons that have already been ad- 
vanced. 

It is therefore obvious that in the setting 
of a small urban hospital, better and more 
individual medical care, with appropriate 
follow-up extramural care, could be given to 
patients. 

The patient who leaves the hospital usu- 
ally needs further psychiatric treatment. 
Some hospitals forget about their paroled 
or discharged patients until they are re- 


turned from parole or readmitted. Others 
maintain a half-hearted follow-up system, 
offering brief interviews to paroled patients, 
more for the sake of the record than for 


£ the benefit of the patient. None that I know 


of has an adequate system in which psycho- 
therapy, or for that matter any other kind 
of therapy, is available to the paroled pa- 
tient to help keep him at home and at his 
job. 

Furthermore, the state hospital system 
has been neglectful of its duty in the main- 
tenance of a mental hygiene program for 
the community. Much good is being done 
by the various mental hygiene societies 
throughout the country, but their efforts are 
limited. Certain it is that they handle a 
pitifully small fraction of the psychiatric 
problems in their communities. Where do 
the bulk of the psychoneurotic patients get 
their treatment? Either in the general 
practitioner’s office or in the medical dispen- 
sary. In both places they are usually un- 
wanted, frequently being referred to as 
“damned neurotics,” and their treatment 
with sedative drugs and little understanding 
of their problems is the net result of the 
professional relationship. Hospitals, such 
as are proposed in this paper, could conduct 
psychiatric outpatient departments, offering 
to help the many who never would get to see 
a psychiatrist otherwise unless their condi- 
tion progressed to the point where commit- 
ment becomes necessary. I believe that the 
rate of admissions could be appreciably low- 
ered through the organization of such clin- 
Ics, in which verbal psychotherapy as well 
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as certain somatic therapies could be con- 
ducted on an outpatient basis. 

As I mentioned before, a number of pa- 
tients who improved with somatic therapies 
were able to stay at home, in an improved 
state, by receiving these treatments from 
private psychiatrists. There have been a 
number, however, who could not avail them- 
selves of this benefit because it was finan- 
cially impossible for them to manage such a 
program. To patients who could live com- 
fortably at home by receiving such therapy, 
the outpatient clinic of a small psychiatric 
hospital could offer help, regardless of the 
patient’s financial circumstances. 

What has been said for the necessity of 
more intensive care of patients by physi- 
cians applies as well to care by nurses, at- 
tendants and special therapists. In a small, 
urban psychiatric hospital I believe it would 
be easier to obtain more such help than in 
the presently constituted type of hospital. 
Student nurses could be used to good ad- 
vantage. Private duty and general duty 
nurses would be more willing to work in a 
psychiatric hospital that was organized 
along well known and unfeared general hos- 
pital patterns. 

In hospitals located in large cities having 
colleges and universities, mutual benefit 
could be derived by an association with the 
department of psychology in the nearest 
university. The student of psychology would 
have first hand contact with the patient and 
the hospital would benefit by having an ad- 
ditional number of workers in the psycho- 
logical field, this benefit ultimately acting 
for the patient’s betterment. 

Another important advantage to the pa- 
tient might be mentioned here. In many 
states, acute psychiatric emergencies must 
be handled for a shorter or longer period in 
the local jail, while arrangements are being 
made for the patient’s admission to an out- 
lying state hospital. All of us deplore this 
situation, but it exists widely. Furthermore, 
there is a growing movement for a better 
understanding of the alcoholic and an ade- 
quate plan for his hospital care. Here again 
the police departments offer the patient the 
major part of his therapy, a therapy that 
we must admit is not preceded by an ade- 
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quate training and background of the ther- 
apist. General hospitals have largely been 
unwilling to burden themselves with alco- 
holic patients. In my personal experience I 
have seen many patients who, once hospi- 
talized and de-alcoholized, were able to re- 
tain sobriety through joining the organiza- 
tion known as Alcoholics Anonymous. I do 
not propose to state that all alcoholics are 
benefited by that organization but I do be- 
lieve that adequate hospitalization of the 
alcoholic, with psychotherapeutic help—be 
it individual or group therapy, will result in 
a larger percentage of abstaining alcoholics 
than that of which we can now boast. 

The police station and local jail belong to 
antiquity with regard to the housing of psy- 
chiatric patients. Hospitals such as are here 
proposed would help eliminate the care of 
the mentally ill, for however brief a period, 
in penal and other Iaw enforcing institu- 
tions. 


Advantages to the Profession 


State hospital physicians have been and 
still are to a large extent isolationist in their 
attitude. They reign in their own domain 
with little association and understanding of 
and by the rest of the medical profession. 


Let us consider a concrete example. A 
privately practicing psychiatrist is called 
upon in consultation by a general practi- 
tioner whose patient is showing psychotic 
symptoms. The psychiatrist examines the 
patient and decides, let us say, that he is 
experiencing a schizophrenic reaction. Be- 
cause of the nature of the patient’s symp- 
toms, hospital treatment is considered nec- 
essary. The family may then decide be- 
tween sending the patient to a private or 
a state hospital. Since the cost of private 
hospitalization is prohibitive to the great 
majority of people, it is necessary to send 
the patient to a state hospital. Commitment 
procedures are followed and the patient is 
hospitalized. Thus ends the contact between 
patient and private physician, family doc- 
tor and psychiatrist alike. From that point 
on, the patient is exclusively cared for by 
the staff of the hospital. I have known of 
some cases in which the patient’s family 
have wanted the private psychiatrist to con- 
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tinue treating the patient, but this has 
impossible because of hospital policy ag well 
as the distant location of the hospital itsey 
So the patient finds himself in a Setting not 
of his own choosing, cared for by doctors 
who have been selected neither by himsgy 
nor his family. 

Suppose there existed a small state hos. 
pital in an urban situation. A properly 
qualified psychiatrist, with staff Privileges 
could have his patient admitted to an ingt. 
tution whose fees were not beyond his 
means. Wth the help of the resident staf 
he could continue to care for the patient, 
making the transition from home to hospital 
residence easier for his patient. The amount 
of time he devoted to that patient would lk 
just that much time spared the full time 
staff member, and that time could be utilize 
by the staff physician for another patient 
who could not afford such private care, 

In return for the hospital privilege given 
him, the private psychiatrist would be e. 
pected to devote some of his time to the 
care of certain hospital functions, such a; 
ward and outpatient clinic work. How much 
better is such a situation than the one that 
now prevails. The private practitioner and 
the state hospital psychiatrist would k 
working together rather than alone and with 


much greater effectiveness. Under present 


circumstances the private psychiatrist is 
disdainful of the state hospital psychiatrist 
and frequently with just cause. In return, 
a number of state hospital men, whose reat- 
tion would of necessity be a defensive one, 
remain aloof from the activities of the group 
of private practitioners, walling themselves 
off in their own castle, with the feeling that 
they are masters in their own house and 
want help from no outsiders. I believe that 
the plan proposed here would help tear dow 
the barriers now existing between the tw 
groups. 

And what of the rest of the medical prat 
titioners? Although it is true that psychis 
try is slowly coming into its own as a ret 
ognized and accepted specialty, one to 
frequently hears medical practitioners t 
ferring to psychiatrists as “nut doctors” all 
questioning the mental balance of those wit 
follow the specialty of psychiatry. Som 
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times such remarks are made under the 
ise of facetiousness but frequently, with 
ll seriousness, men in other specialties, who 
know very little of psychiatric progress, 
question the value of mental treatment. Not 
all of this lack of understanding may be 
attributed to inadequate teaching of psychi- 
atry in the medical schools. We, ourselves, 
are to blame for much of it. If the state 
hospital psychiatrists have isolated them- 
selves from their privately practicing col- 
leagues, how much greater is their isolation 
from men in other fields of medicine? These 
men, not knowing or understanding us, are 
inclined, and not without some justification, 
to be skeptical of our procedures. 


If our psychiatric hospitals were located 
within the urban confines of the communi- 
ties they served, as are hospitals devoted 
to the care of medical and surgical cases, it 
follows that less skepticism would exist, 
since psychiatric techniques would become 
less of a mystery and more understandable 
to the average practitioner. Furthermore, 
there could be free interchange of consultant 
practice between the psychiatrist and men in 
other fields. 

In the present state of organization, the 
state hospital pschiatrist is also internist, 
surgeon (at least for many minor surgical 


procedures), gynecologist, otolaryngologist 


and even obstetrician at times. How well 
he performs these extra-psychiatric duties 
is sometimes a matter of opinion. The ne- 
cessity and justification for such practice in 
fields that are foreign to his trainlng and 
background again can be found in the isola- 
tion of state hospital practice. If the state 
hospital took its place with other medical 
institutions, not only would the patients re- 
ceive better care through the services of 
non-psychiatric consultants, but a closer re- 
lationship would result from physicians in 
all specialties working together. 

Aside from this aspect of better inter- 
professional relationship, there is another 
matter that merits discussion. In the large 
state hospital there are often as many as 
20 to 30 physicians on the staff. Obviously 
there can be only one superintendent and 
one assistant superintendent or clinical di- 
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rector. The rest of the staff generally con 
tents itself with pursuing routine duties in 
positions in which remuneration is inade- 
quate and hope for advancement in a rea- 
sonable time small. Little wonder there is, 
therefore, that the more active and progres- 
sive young men leave the state service when 
they feel they have received the training 
they started out to get. Many men who re- 
main in subordinate positions in state hos- 
pitals over a period of many years lack the 
push that is necessary in keeping up with 
an advancing knowledge in one’s specialty. 
As years go on, many of these staff men 
become “institutionalized,”’ content with a 
protected, non-competitive existence; afraid 
to re-establish themselves in a more active 
situation where rivalry and activity is 
greater. As a prominent psychiatrist occu- 
pying a high ranking administrative office 
once said: “Get them young; let them have 
a lot of babies in rapid succession; and you 
have them for life.” 

Under the proposed situation, such men 
could not exist in practice, nor would there 
be any necessity for their making such a 
choice. With many small hospitals in ex- 
istence more high positions would be avail- 
able to those men who were interested in 
institutional practice. And they could gen- 
erally find a vacancy at a younger age. Some 
of the psychiatric residents would doubtless 
prefer private practice, but even in such a 
situation they could continue to render serv- 
ice to the hospital. 


One may ask the question, “Is it an envi- 
able goal to become the superintendent of a 
4000 bed hospital?” In general, the answer 
is that in assuming an administrative office 
of such size, one must pay the penalty of 
losing personal touch with the patients. The 
success of attaining such a position imposes 
on the physician the necessity of supervis- 
ing and coordinating the conflicting opinions 
and attitudes of those whose station is be- 
low his; of playing politics for the sake of 
his hospital’s improvement and welfare; of 
arbitrating and pacifying all persons in the 
numberless disputes that arise between rela- 
tives and personnel; to the extent that he no 
longer feels himself a medical practitioner, 
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which he indeed ceases to be. Now there 
are some men who are satisfied with such 
professional pursuits, but many a superin- 
tendent will tell you that he looks back to 
the good old days when he had the oppor- 
tunity of being a psychiatrist and not an ad- 
ministrator. Such is the price they pay for 
success. 

In the smaller hospital, however, the su- 
perintendent would be in a position to know 
his patients and their problems. His admin- 
istrative tasks would not be so huge that 
they would rob him of his opportunity to 
practice psychiatry. In such a situation, 
fewer good clinical men would be lost to 
clinical practice because they were good 
enough to merit advancement. 

Competition between hospitals, and open 
inspection by the rest of the profession, 
would operate to keep the standards of such 
hospitals at a high level. 


Advantages to Society 

We cannot preach against the stigma of 
mental illness and yet betray by our action 
that we are not completely convinced our- 
selves. If we tell the public through popular 
writing, talks at Parent-Teacher’s meetings, 
in churches, women’s clubs, civic organiza- 
tions and so on, that the day has come to 
consider mental illness in the same category 
with other ailments, how can we explain the 
fact that we ourselves are concealing our 
patients from public view? In the selection 
and maintaining of rural locations for our 
hospitals, we are admitting in the most ob- 
vious way that reason still exists for con- 
sidering a psychotic relative a skeleton in 
the family closet. 

And the truth of the matter is that we 
are only fooling ourselves if we believe that 
the few talks and publications have greatly 
changed the attitude of any considerable 
number of people. I have had much contact 
with the relatives of psychotic patients. Not 
a few harbor manifest guilt feelings about 
the hospitalization procedure. “We kept 
him as long as we could,” one hears, “and 
then he became so uncontrollable we had to 
put him away.” When the patient improves 
and is ready to return to society, one fre- 
quently hears the patient and members of 
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his family discussing the best possible wa 
to conceal the fact that the patient has 
missing from his usual habitat for a number 
of weeks or months. Does this represent 
the disappearance of the stigma? 

If, however, we acted in such qa manne 
to indicate that one should not feel ashamed 
of mental illness, a change in popular att, 
tude might occur. If, by our action, g pa 
tient would be willing to accept treatment 
from a psychiatrist, who called himself 
psychiatrist and not a neurologist, then we 
might claim more honestly to have effecteq 
a successful educational mission. 

I believe that the construction of oy 
mental hospitals in urban locations will help, 
I do not mean to equivocate by allowing that 
a suburban site would be satisfactory. The 
hospitals must be situated much in the same 
places where one usually finds general hos. 
pitals. If we can take the stand in our om 
minds that we have nothing to hide and pro. 
ceed to act according to that conviction, cer. 
tainly others will be convinced of the truth 
of the matter. Until the day that we act o 
a large scale in this way, the psychotic pa- 
tient will continue to be a side-show freak 
whose state arouses the curiosity of the 
crowd. 

Once the public learns through more inti. 
mate contact with psychiatric hospitals that 
all mental patients are not “raving maniacs” 
then will the psychiatric hospital benefit stil 
further. Fear of psychotic patients, begot 
through ignorance rather than understan¢- 
ing, will decrease. More physicians, nurses, 
attendants and other workers will become 
attracted to the field and an adequate per. 
sonnel will begin to form. In an urbanly 
located hospital, workers will not only k 
attracted by losing their superstitions about 
mental illness, but will also apply for work 
since such employment will not necessitate 
the giving up of home and life in the city 
to go to live in the country in a strange and 
unpredictable atmosphere. Then we shall 
have enough workers to make an eight hour 
day possible for all. 

When patients learn that psychiatric il 
ness must be treated in a psychiatric hospi 
tal or clinic, usually by verbal techniques 
and not in medical clinics with treatment 
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consisting of phenobarbital and bromides, 
then will a further change of attitude occur. 
Until we offer a sufficient number of such 
clinics with convincingly satisfactory care 
to those who need them, there will be no 
change in the present situation. If we find 
it difficult to convince patients of emotional 
causes for their illness, if we struggle to 
int out to them that all medical cures are 
not contained in a bottle of pills or red liquid 
or the surgeon’s knife, we must be patient. 
The medical profession, organically minded 
as it has been and still is in many quarters, 
is responsible for this lack of understanding 
by the average layman. When the psychia- 
trist stops talking about what he has to of- 
fer and actually provides his services for 
the thousands that need it, then will doctors 
and patients alike change their opinion 
about the organic causation of all illness. 

Society will further benefit from the erec- 
tio of hospitals as outlined here through 
the educational facilities that such institu- 
tions will be able to offer. In general medi- 
cine, the peptic ulcer patients, those suffer- 
ing from cardiac illness or kidney disease, 
and so on, are not tucked away in some in- 
accessible place where few students may 
observe them. They are seen in clinics, in 
conferences, in lecture demonstrations, and 
on the wards. They provide the background 
for the future doctor’s point of view. The 
medical student may hear an increasing 
number of words on psychogenic factors in 
illness but until he has learned to observe 
these things for himself, directly from con- 
tact with the patient, he will still lean to the 
preponderantly organic point of view. When 
we no longer bury our psychotic patients 
from the inquiring gaze of those who should 
be taught, we will take a long stride in the 
right direction. 

Finally we take up the matter of psy- 
chiatric research. Like workers in other 
branches of medical endeavor, we are will- 
ing to admit the large gaps in our knowledge 
of mental illness. Some would have it that 
we are completely ignorant of the cause of 
mental illness, pointing to the thousands 
who are chronic hospital residents in testi- 
mony of their claim. Others would pretend 
that Freud and his followers have said the 


last word on the causation of mental illness 
and the only reason why all psychiatric pa- 
tients do not recover is that there are not 
enough analysts to go around. Obviously, 
the truth lies somewhere between these ex- 
tremes. 

It is true, I believe, that we have a con- 
siderable body of useful knowledge as a re- 
sult of the contribution of the psychoana- 
lytic school of thought. This understanding 
of psychological motivations is still in the 
process of revision. Some of Freud’s orig- 
inal interpretations have now been discarded 
by many orthodox analysts and new con- 
cepts have been added. Further psychoana- 
lytic research is necessary. 

Although research has been conducted 
along the lines of structural and physiologic 
changes to explain the etiologic background 
of mental illness, real progress has only 
been made in the case of the so-called or- 
ganic psychoses. The syphilitic cause of 
general paresis, the structural changes in 
the brains of senile patients, and the vitamin 
deficiency underlying the dementia of pel- 
lagra have added to a more thorough under- 
standing of these psychoses. But how much 
does the factor of disturbed physiology and 
chemistry play in the causation of schizo- 
phrenia, of manic depressive psychosis and 
of involutional melancholia? And of the 
psychoneuroses? Why should the inhala- 
tion of a mixture of carbon dioxide and oxy- 
gen, or the intravenous injection of certain 
barbiturates, or insulin or convulsive thera- 
pies, produce such dramatic improvement, 
either temporary or longer lasting? The 
truth of the matter is that we don’t know 
and we are not doing much to find out. 

One will find precious little research con- 
ducted in our state hospitals. The reason 
for this is apparent. It is still the prevail- 
ing philosophy that it is more economical 
to offer bare subsistence in the form of cus- 
todial care to thousands of patients, year in 
and year out, than it is to provide money 
and facilities to learn more about the nature 
of such illness. There would probably be. 
no immediate return from such an invest- 
ment, but in the long range view such ex- 
penditure would result in future economy 
and in the return to social usefulness of 
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many otherwise destined to interminable 
illness. 

Why don’t the state hospital doctors do 
this needed research now? Some do, but 
only in their spare and leisure time. Admin- 
istrative and clinical work must be done and 
the limitation of time alone makes the per- 
formance of these tasks desultory and in- 
complete. Research cannot be successfully 
pursued when sandwiched in between an al- 
ready overcrowded schedule of work. 


Most of the research done in other spe- 
cialities of medicine is conducted in a col- 
legiate setting. This is a highly satisfactory 
background since the coordinated efforts of 
the anatomist, chemist, physiologist, pathol- 
ogist, clinician and others afford the most 
complete answer to the complex problems 
that are studied. Most of our state hospi- 
tals have no connections with the higher 
institutions of learning and research. Again 
isolationism has prevented the mental hos- 
pital from assuming a progressive attitude 
that other specialities enjoy. 


In the type of hospital that is proposed 
in this paper, such affiliation would be an 
integral part of its existence, at least in 
those communities that were large enough 
to have universities and medical schools. 
Students of abnormal psychology, students 
of social work, of occupational therapy and 
of medicine in all of its phases could work 
hand in hand with the state hospital super- 
intendent. Research could be effected at a 
much smaller cost than would be necessary 
were research facilities and workers brought 
to the state hospital as it is now constituted. 


CONCLUSION 


A plan is offered in which the basic prin- 
ciple is to gradually build up a system of 
small 250 bed hospitals located in large 
cities and working in harmony with other 
medical and scientific institutions. The time 
is ideal for such a change at present. Owing 


to war conditions, building programs han 
been curtailed during the past few yean, : 
Post-war construction plans have been fqu 
mulated by most of the state hospitals, Magill 
of these, in ali probability, call for e 
ment of existing institutions and the egtgy 
lishment of other similarly large hospitals 
Before such building plans progress on yam 
large scale, it might be wise to consider til 
plan offered in this paper. 

What we all want is a situation in whigh 
the largest number of people can be restopgj 
to their former places in society, not a whitg 
elephant of colossal structure dedicated { 
the perpetuation of the function of safely 
removing the offending members of Society 
and keeping them isolated until death ten 
minates their misery. I am not reviving tig 
old cult of curability when I say that mom 
patients can be helped than are now recejp 
ing psychiatric assistance. 

In a hospital such as I propose, with ina 
tensive work by the psychiatrist, nurse, s¢ 
cial worker, psychologist, and other ther 
pists, primarily oriented in the task @ 
getting the patient out of hospital, with pre 
vision for adequate extramural care, then 
will have to be a decrease in the number @f 
hospital residents. Gone are the days whe 
it was considered good practice to keep@ 
patient hospitalized until every vestige @ 
delusional thought disappeared. Progressiyg 
workers have already discovered tha 
through coordination of activities 
psychiatrist and social worker, many pHa 
tients can resume their places in a sociely 
that, under older standards, would be barrel 
to them. : 

With this philosophy of psychiatric acti-ammm 
ity, without abject servitude to any om 
method of psychiatric treatment, and will 
education and research in ascendant prog 
ress, the present century may well served 
a point of departure for the divorce of pa 
chiatry fromthe old lunatic asylum stall 
ards. 


